TRANSACTIONS OF THE NEW YORK 
SURGICAL SOCIETY. 


Stated Meeting, May 28, 1902. 

The President, Lucius W. Hotchkiss, in the Chair. 


NEPHRECTOMY; EXTERNAL URETHROTOMY. 

Dr. George Emerson Brewer presented a boy, aged twelve 
years, who had suffered from pain in the right side for two or 
three years. The pain was paroxysmal in character, coming on 
every two or three months, and was often accompanied by fever 
and rarely by nausea and vomiting. He was first admitted to the 
Roosevelt Hospital about two years ago,' after the subsidence of 
one of these attacks. As the history strongly suggested a re¬ 
lapsing appendicitis, and as the only physical sign present was 
tenderness in the region of McBurney’s point, an interval appen- 
dicectomy was done under chloroform anaesthesia. On examina¬ 
tion the appendix was found to be free from marked evidences of 
disease. Further exploration in the neighborhood revealed noth¬ 
ing which would point to any other organ as the seat of the 
lesion. He made a good recovery, and was discharged from the 
hospital apparently cured. One year later he returned, again 
complaining of pain in the right, side, this time referring its point 
of greatest intensity to the lumbar region. On examination, the 
right flank was found to be the seat of a large oblong tumor, 
somewhat sensitive to the touch and giving on deep palpation an 
indistinct sense of fluctuation. The temperature was normal. 
There was no muscular rigidity, the function of digestion was 
apparently unimpaired. Urination was normal and regular and 
unaccompanied by pain. Examination of the urine failed to re¬ 
veal any evidence of disease. Under chloroform anaesthesia an 
oblique incision was made in the loin extending from the last 
rib to a point opposite the anterior superior spinous process of 
the ileum, and the tissues divided layer by layer until the peri- 
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neal fat was reached. The large tumor was found to be an 
enormously dilated kidney, which upon section was found to 
contain a slightly cloudy fluid with a decidedly urinous odor. 
The ureter was dilated to the size of the forefinger. The point 
of obstruction was found to be considerably below the brim of 
the pelvis. As the kidney tissue was to a great extent atrophied 
by prolonged pressure, and as the obstruction could not be moved 
after considerable manipulation with sounds, the kidney was ex¬ 
tirpated after separate ligation of the vessels of the pedicle. The 
ureter was ligated at the brim of the pelvis, and its end thor¬ 
oughly disinfected. The wound was closed by layer sutures, with 
one small cigarette drain emerging at the upper angle. Primary 
union occurred, and he was discharged from the hospital com¬ 
pletely relieved three weeks after the operation. Five months 
after his discharge from the hospital he was readmitted, suffering 
from an acute retention of urine. On examination his bladder 
was found to be distended, reaching half-way to the umbilicus. 
Persistent effort resulted in the passage of only a few drops of 
bloody urine. Exploration of the urethra revealed the presence 
of a calculus impacted in the prostatic portion of the canal. 
Under chloroform anaesthesia a perineal incision was made on 
a grooved staff, posterior urethra dilated, and a calculus about 
the size of a bean removed. A No. 24 perineal tube was intro¬ 
duced into the bladder, the wound dressed, and the patient placed 
in bed. His recovery was uneventful. The tube was removed 
on the fourth day; the wound granulated rapidly, and closed at 
the end of two weeks. A No. 24 steel sound was passed to the 
bladder every third day at first, and later once a week. It is prob¬ 
able that the urethral calculus was the one originally situated in 
the lower part of the right Ureter, giving rise to the hydro¬ 
nephrosis, and which had subsequent to the operation become 
loosened, dropped into the bladder, and become impacted in the 
posterior urethra. 

Dr. Howard Lilienthal said that Dr. Brewer’s case was 
a good illustration of the fact that it is in some instances a prac¬ 
tical impossibility to differentiate between disease of the ureter 
and the appendix. In one such case which came under his ob¬ 
servation the speaker said he was enabled, by unusual circum¬ 
stances, to make a correct diagnosis. The case he had in mind 
was that of a man who had some genito-urinary trouble, for the 
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relief of which Dr. Lilienthal introduced a stylet into the right 
ureter as far up as the kidney. Then an attempt was made to 
pass a catheter over the stylet, but this was arrested at a point 
corresponding to the usual location of the appendix. The instru¬ 
ments were introduced without the use of an anaesthetic, and 
when the catheter became arrested, the patient complained of 
pain at the point indicated. Efforts to introduce it further were 
persisted in for some little time, but the attempt was finally aban¬ 
doned and the patient was sent to bed. Following these manipu¬ 
lations, his temperature ran up to 103 0 F., and he complained 
of pain in the appendicular region; in addition to this there was 
a periureteritis, causing a tumor, and the entire clinical picture 
was typical of appendicitis, even to the nausea and rigidity of 
the rectus. The man refused an operation, and under the appli¬ 
cation of poultices his acute symptoms disappeared. His ureter, 
however, remained palpable for months afterwards, and even 
now, three years later, he occasionally has attacks of pain in the 
region of the appendix. 

AMPUTATION AT THE HIP-JOINT. 

Dr. Brewer presented a woman, aged twenty years, who 
was admitted to the surgical division of the Roosevelt Hospital 
in March, 1901. When four years of age, patient fell, injuring 
the left hip. Some months after this lameness appeared, and was- 
later followed by deformity and an inability to use the limb. About 
a year later she underwent a course of treatment, which did not 
materially improve her condition, and later an excision of the 
joint was made. Following this operation there was a persistent 
sinus, for which she underwent considerable treatment. While 
she would remain in bed, the sinus would heal, and she would 
be free from pain. Whenever she got about on crutches, how¬ 
ever, there would be a return of pain, evidences of inflamma¬ 
tion in the neighborhood of the hip, and a re-establishment of 
the sinuses, which would continue to discharge until she again 
assumed the recumbent position. About two years ago she entered 
the Hospital for the Ruptured and Crippled, where her sinuses 
were thoroughly curetted. This treatment was followed by im¬ 
provement at first. The sinuses closed and remained healed while 
the leg was kept at rest, but immediately reopened when she 
attempted to get about. Since that time they have continued to 
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discharge, and she has suffered more or less pain. She was first 
seen by the reporter at a home for incurables where she had 
been sent. On examination the left thigh was considerably 
atrophied and shortened. There were a number of sinuses in 
the region of the hip-joint which were actively discharging a thin, 
serous pus. The leg was fixed in a position of marked flexion, 
and any movements of the hip were accompanied by marked 
pain. As the leg was too short to be of any use in locomotion, 
as the condition of the joint precluded the possibility of her get¬ 
ting about without pain and increased suppuration, and as her 
general condition was beginning to deteriorate, an amputation at 
the hip-joint was advised. 

Under chloroform anaesthesia, after thorough preparation of 
the leg and hip, Wyeth’s pins were introduced and a rubber 
tourniquet applied. A circular incision was made about four 
inches below the joint, and was joined by a vertical one extend¬ 
ing upward on the outer side of the leg to a point well above the 
acetabulum. The muscles were quickly divided and the bone 
dissected from the mass of fibrous tissue in which it was em¬ 
bedded. As the acetabulum presented no evidences of active 
disease, the wound was closed with gauze drainage and an aseptic 
dressing applied. At the close of the operation her condition 
was satisfactory, and no stimulation was ordered. The following 
day her temperature rose to 102° F. and pulse to 128. After 
that both gradually fell to the normal. First dressing on the 
eleventh day. The wound was found to be healed throughout. 
Subsequent history uneventful. She was discharged from the 
hospital at the end of four or five weeks, and has since gained 
rapidly in health. 

Dr. Brewer presented also a second case similar to the one 
just reported. The patient was a woman, twenty-five years of 
age, who had suffered from hip disease since six years of age. 
At the age of seven she was admitted to the Brooklyn Hospital, 
where she underwent an operation for the relief of the deformity. 
Six years later she was readmitted to the same hospital, and sub¬ 
mitted to a second operation for the removal of dead bone. One 
year later excision of the hip in the same institution, where she 
remained two years and seven months. Since the last operation 
she has never walked except with crutches. In 1896 she was 
admitted to the Presbyterian Hospital, where she was again oper- 
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ated on for the removal of dead bone. A year later she was 
admitted to a home for incurables, where she was seen by the 
writer. 

Condition at the Time of Examination. — A pale, anaemic 
woman, practically bedridden, suffering more or less constant pain 
in the region of the hip. On examination the left thigh was 
found to be considerably shorter than the right and fixed in a 
position of acute flexion. The lower leg was of the same length, 
but showed marked muscular atrophy. The region of the hip 
was honeycombed with sinuses, several of which discharged large 
quantities of pus. The skin was very much infiltrated, and in 
places hot and tender; movement of the thigh gave rise to acute 
pain which continued for some time. Examination of the lungs 
was negative. The urine showed a trace of albumen, hyaline, and 
finely granular casts. Amputation at the hip-joint was advised, 
and readily accepted by the patient. She was accordingly trans¬ 
ferred to the surgical division of Roosevelt Hospital, where 
in November last she submitted to an amputation at the hip- 
joint. After the usual preparation chloroform was administered, 
Wyeth’s pins introduced, and a rubber tourniquet secured in place 
above the pins. It was necessary to make an atypical incision in 
order to secure for a flap the upper and inner skin of the thigh, 
which was the only tissue in the neighborhood unaffected by the 
disease. After division of the muscles, considerable difficulty was 
experienced in dissecting out the diseased head of the bone, which 
had become firmly united to the tissues in the neighborhood of 
the acetabulum. The acetabulum itself showed evidence of dis¬ 
ease and was thoroughly curetted. Partial closure of the wound 
b^ silkworm-gut sutures after securing the vessel. There was 
practically no reaction following the operation. The temperature 
and pulse remained at or near the normal line. First dressing on 
the twelfth day, at which the abundant gauze drainage was re¬ 
moved. Second dressing ten days later, when the wound was 
found to be practically united. A small sinus developed later, 
from which a very minute seropurulent discharge at times exudes. 
She has gained considerably in weight and enjoys far better 
health than ever before. 

Dr. Royal Whitman said that in cases of hip-joint dis¬ 
ease like the two shown by Dr. Brewer, amputation was the 
only logical treatment. In some cases in younger subjects, when 
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excision had failed, amputation should follow as a life-saving 
operation. It is, however, rarely possible to get the consent of the 
parents for such a radical measure. 

GENERAL PERITONITIS FROM UNKNOWN CAUSE. 

Dr. Brewer presented a woman, aged twenty-three years, 
who was admitted to the Roosevelt Hospital on the fifteenth day 
of July, 1901, suffering from pain in the abdomen, accompanied 
by nausea and vomiting. She stated that the attack began three 
days before by persistent pain in the region of the epigastrium. 
Later she vomited a large amount of green fluid. The following 
day the pain increased, the vomiting continued, and there was 
evidently a considerable amount of fever. On entrance the pulse 
was rapid and weak, the temperature 103° F., tongue dry and 
covered with a brownish coat. The abdomen was greatly dis¬ 
tended, tenderness and muscular rigidity were everywhere pres¬ 
ent. No tumor could be made out. As it was evident the patient 
was suffering from an extensive peritonitis, and as there were 
no physical signs to point to the origin of the inflammation other 
than the fact that the pain began and persistently remained in 
the region of the epigastrium, it was decided to perform a median 
laparotomy, and to be guided thereafter by the conditions which 
were found at the exploration. 

Under chloroform anaesthesia an incision was made in the 
median line, extending from a point midway between the umbili¬ 
cus and the ensiform downward for about four inches. On open¬ 
ing the peritoneal cavity a large amount of thin, watery pus was 
evacuated. The intestines were everywhere injected, and in places 
covered with a thick layer of lymph. Every part of the abdominal 
cavity contained pus in large quantities. A hasty examination 
of the stomach and duodenum was made, but no perforation 
found. The regions of the gall-bladder and appendix were also 
explored and found to be negative. The incision was then ex¬ 
tended downward and the pelvic viscera explored, but without 
revealing the evidence of any inflammatory or septic focus. The 
lesser peritoneal sac was next opened by an incision through the 
transverse mesocolon and the posterior wall of the stomach and 
region of the pancreas inspected. As nothing was found to 
account for the peritonitis in these regions, the intestines were 
removed from the body, the entire abdominal cavity flushed with 
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a large amount of hot salt solution, and every portion of the 
alimentary canal thoroughly inspected. The only point which 
suggested the origin of the infection being a thickened area in 
the lower part of the ileum, which had the appearance of an 
inflamed Peyer’s patch, and provoked a suspicion that the in¬ 
fection was typhoidal in character. 

Although there was no evidence of perforation, the summit 
of this thickened area was turned in by means of a purse-string 
catgut suture, after which the intestines were returned to the ab¬ 
dominal cavity and the wound closed by interrupted through-and- 
through silkworm-gut sutures, a large cigarette drain being left 
in the upper angle of the wound. As her condition at the close 
of the operation was extremely critical, an intravenous infusion 
of about 2000 cubic centimetres of hot salt solution was made 
before she left the table. After her return to the ward her con¬ 
dition necessitated very vigorous stimulation for twenty-four or 
thirty-six hours. She suffered considerably from abdominal pain, 
and continued to vomit at intervals until the bowels freely moved 
on the fourth day, as the result of medication and copious ene- 
mata. The temperature immediately after operation was between 
104° and 105° F., and for five days continued in that neighbor¬ 
hood, with occasional relief' by cold sponge baths. During this 
period the tongue was dry and heavily coated, the mind some¬ 
what cloudy, and the whole picture suggested typhoid fever. 
Repeated examinations of the blood, however, failed to give a 
positive Widal reaction, and there was never at any time any evi¬ 
dence of enlargement of the spleen. After the fifth day her 
symptoms began to improve, and she made a satisfactory re¬ 
covery. 

Dr. F. Kammerer said he had recently seen two cases of peri¬ 
tonitis in which he was unable to determine the cause. One of 
the patients was a girl of six years, with a well-marked general 
peritonitis which was supposed to be the result of appendicitis. 
Her condition was such that an operation was not deemed justi¬ 
fiable. She died a few days later, and, although a pathologist 
made a very careful post-mortem examination, he was not able 
to determine the cause of the peritonitis. The appendix was 
found to be normal, as were, apparently, all the other organs, in¬ 
cluding those in the pelvic region. 

The other case was one of general peritonitis in a woman 



786 A JEW YORK SURGICAL SOCIETY. 

of about thirty. This was also supposed to be of appendicular 
origin, but upon opening the abdomen the appendix was found 
to be normal. The abdomen was completely filled with pus, and, 
in searching for the cause of the trouble, it was necessary to 
eviscerate a large amount of the intestines. The cause of the 
peritonitis was not found. The patient recovered, and subse¬ 
quently developed a subphrenic abscess, which was recently oper¬ 
ated on. 

Dr. Hotchkiss said he had operated in four cases of general 
peritonitis where the cause was not discovered at the time of 
operation. In the first, one of typical and undoubtedly general 
peritonitis, the appendix and uterine adnexa were normal; the 
patient, however, had Deen under treatment in the hospital for 
chronic diffuse nephritis, and no other cause was found for the 
peritonitis either at operation or autopsy. At another time he 
had operated upon two cases in rather quick succession, both of 
which presented the classical signs of extensive general peri¬ 
tonitis, on admission to the hospital; and both cases had appeared 
very ill. Laparotomy had been done in both. In the first case 
the peritoneal cavity was filled with serous fluid with flecks of 
fibrin. The appendix, the uterine adnexa, and gall-bladder were 
found to be normal; the stomach was not examined. The peri¬ 
toneal cavity was washed out and the wound closed. Recovery 
ensued. The next case was a much severer type of peritonitis, 
as evidenced by the seropurulent fluid found. The appendix and 
adnexa were normal, but the stomach was not examined on 
account of patient’s bad condition. This patient did very badly 
at first, and finally her wound was reopened and the abdominal 
cavity washed out repeatedly with salt solution. This case finally 
recovered. During the past winter a fourth case had presented 
itself, with symptoms of extensive peritonitis. Median lapa¬ 
rotomy showed appendix and adnexa normal. The peritoneal 
cavity was filled with seropurulent fluid, and the omentum and 
mesentery were studded with small areas of fat necrosis. In this 
case an acute pancreatitis had been suspected as the cause of the 
peritonitis, although it was not possible to demonstrate this on 
account of the patient’s bad condition. After excision of one or 
two areas of supposed fat necrosis from the omentum for micro¬ 
scopical examination, the abdomen was filled with hot saline solu¬ 
tion after a rather thorough flushing, and the wound was closed. 
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This case had also recovered, and perhaps does not belong in this 
category at all, as the subsequent pain in the upper abdomen and 
back and other signs led him to the probable diagnosis of peritoni¬ 
tis from acute pancreatitis. 

Dr. Brewer said he was glad to hear of a case of recovery 
from general peritonitis in an adult after the abdomen had been 
opened a second time. The speaker said he had resorted to this 
a number of times, and had never yet seen a patient improved by 
it, excepting in one case, and that was a child. 

FRACTURE OF THE SURGICAL NECK OF THE 
HUMERUS. 

Dr. Royal Whitman presented a little girl who first came 
under his observation about two weeks after she had sustained a 
fracture of the surgical neck of the right humerus. As the frag¬ 
ments had evidently united in a false position, an X-ray picture 
was taken, and with this as a guide the broken ends of the bone 
were readjusted. In order to keep them in apposition, the arm 
was raised to complete abduction; the forearm was then flexed to 
a right angle, and the chest and extremity included in a plaster 
bandage, while traction was exerted on the arm. The final result 
was perfect. 

FAILURE OF DEVELOPMENT OF THE RIGHT 
UPPER EXTREMITY, AND ABSENCE OF THE 
CORRESPONDING BREAST AND PECTORAL 
MUSCLES. 

Dr. Whitman showed a little girl with a marked congenital 
deformity. This consisted of a lack of development of the right 
upper extremity, together with absence of the lower half of the 
right pectoral muscles and of the breast and nipple on that side. 

RESECTION OF ELBOW FOR TUBERCULAR 
ARTHRITIS. 

Dr. B. Farquhar Curtis presented a woman, thirty years 
of age, who was operated on by him on November 20, 1899, for 
a tubercular arthritis of the right elbow which had existed for a 
year or more. There was a considerable amount of swelling 
about the joint, with limitation of motion and sinus formation. 
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The joint was resected in the usual manner. A considerable por¬ 
tion of the bones was removed in order to get a movable elbow, 
although they were not involved in the tuberculous process. The 
wound healed by primary union; but shortly after the operation 
there was considerable pain, and a rather stiff elbow resulted. 
Since then, however, it has developed into a very useful joint. 
The patient now has the power of full extension and right rota¬ 
tion, and when the limb is in the extended position there is no 
lateral movement whatever. 

The reproduction of the joint in this case, Dr. Curtis said, 
has been fairly good. In doing the operation, he placed the 
stumps of the bones of the forearm underneath the end of the 
humerus, so as to duplicate, as closely as possible, the mechanism 
of the normal elbow. The patient has still very little power in 
the arm, but she is able to use it for light work. There is a 
curious grating sound in the elbow when the joint is moved. 
There is a small superficial ulceration of the skin, but there is no 
sign of recurrence in the joint. 

Dr. Curtis said that in his opinion resection is the proper 
treatment for tuberculosis of the elbow-joint in adults, but he 
avoided the operation in children. In order to get a good result, 
it is necessary that the after-treatment should be very carefully 
carried out. Passive and active motion should be begun at the 
end of the second week if the wound has healed, or even if a 
slight sinus remains . 

Dr. Curtis said he thought typical resections gave the best 
results in adults. In children he does as little as possible, usually 
limiting himself to the curette. In the motions resorted to after 
resection, the speaker said he was very careful to limit himself to 
the up and down hinge movements, and not allow any lateral 
movements. The motion should be limited to one plane by the 
use of a splint with lateral joints. 

Dr. Lilienthal said he ‘thought a good way to get early 
motion in these cases was to put a collar of plaster-of-Paris 
around the upper arm and another around the lower arm, and 
incorporate in the plaster strips of steel; then, by means of an 
ordinary thumb-screw attachment, the position of the arm can be 
changed to any desired angle. 

Dr. F. Kammerer said there was a time when surgeons 
thought that the ideal treatment of these cases was to aim at 
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securing ankylosis in a position of flexion a little less than a 
right angle. The arm in that position is certainly preferable to 
a flail-joint, which can occasionally result after removal of much 
bone when a movable joint is desired. We are now agreed, 
however, that it is much better to get a movable joint. In order 
to obtain this, early movement of the joint is necessary, but this 
should be limited to one plane. Dr. Kammerer said that in the 
treatment of these cases he always employs an apparatus similar 
to that described by Dr. Lilienthal. 

Dr. Kammerer said he was rather surprised that Volkmann’s 
supinating splint was not used more than it is in our country. It 
is a very simple apparatus, keeps the hand in a position of supina¬ 
tion, and with a joint below the elbow permits of passive motion 
in one plane. 

A NEW METHOD OF TREATMENT FOR FRACTURE 
OF THE NECK OF THE FEMUR, TOGETHER 
WITH REMARKS ON THE CAUSES AND TREAT¬ 
MENT OF COXA VARA. 

Dr. Royal Whitman read a paper with the above title, for 
which see page 746. 

Dr. Curtis said he thought the method of treatment de¬ 
scribed by Dr. Whitman was a very practical one in dealing with 
this class of fractures in children, and that it would obviate the 
usual deformities following the injury in these cases. The 
speaker said he would hesitate, however, to try the same method 
in the adult, or at any rate in old people, in whom, he was inclined 
to agree with the text-books, these fractures are most commonly 
observed. He has occasionally seen a fracture of the femur dur¬ 
ing middle life, but the accident is certainly not common at that 
age. That the condition is not always recognized, even by com¬ 
petent men, the following case illustrates. A man, forty years 
old, sustained a severe injury to his hip. He was not totally dis¬ 
abled, but could not rest his weight on the leg. He was taken to 
a hospital, where he remained for three weeks, and was then able 
to walk home. Almost three months later he entered Bellevue 
Hospital, complaining of pain in the injured hip, with very decided 
limitation of motion. There was shortening and a little thickening 
about the neck of the femur. The case was first regarded as one 
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of possible tuberculosis of the joint, but upon applying the X-rays, 
a distinct fracture through the base of the neck was made out. 
The fracture was evidently an impacted one. Under massage and 
hot-air baths, motion was rapidly improving and the pain was less. 

Dr. Whitman said he did not advocate the method he had 
described for all cases of fracture of the neck of the femur; for 
example, he did not advocate it in old persons, or fat persons, 
or those with peculiar displacements. The speaker said he was 
inclined to believe there was no form of fracture in which the 
results of routine treatment are as unsatisfactory as in fracture 
of the neck of the femur. In old people, when the head of the 
bone is broken off and rotated, it is doubtful whether union could 
be attained under any circumstances. Dr. Whitman said he did 
not wish to contend that fracture of the neck of the femur is not 
very much more common in old people than in young people; he 
only wished to combat the statement that it is uncommon in those 
who are not old. In the latter class of patients the fracture is 
often incomplete; therefore the diagnosis is not often made. 
The method of treatment he had described was still in a some¬ 
what experimental stage, but it was certainly preferable to no 
treatment whatever. In any event, the results were not likely to 
be worse than those attained under the present methods in any 
class of fracture of the neck of the femur, while in incomplete 
fracture it must produce far better ones. 



